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ELECTRO ENCEPHALOGRAM SHEET
�

� ����Ward: � ��������	����Family Name:� ����Name:� �
���
�����Attending Physician:

� �����Room:
� ��������Father Name:� �����������Date of Birth:

� ����Bed:

� ������������

� �����

Date of Admission:

Time :

� ����������

 Previous
� EEG

� ����

� �����
 Yes
No

� ��������� �Previous diagnosis:� ����
	
������Date of examination:

� ��!�������"�Clinical notes�� ����#����$��Present illness�

�Previous history:�Principal symptoms:

�Headaches:�Duration and frequency:

�Convulsions:�Aura and patiern:

�C.N.S affections:�

�Head injuries:�

� ����
�#�%&���Family history:� ��!�������'�%�� �Clinical signs:

�Epilepsy:�Laterality:

�Headache:�

�C.N.S disease:�Fund:

�Abnormal E.E.G.S�Blood pressure:

� ���
�������(�Medication:� ������Investingations:

��C.S.findings:

Skull X-Rays:

E.E.G.S

P.E.G.S

Arteriograms:

 ������Report:
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� ������Date:

� ��)����
������*
�Neurologist sign:
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